Outpatient surgery accounts for a significant percentage of anaesthetics delivered in the United States and may be appropriate in infants for certain procedures. The most concerning adverse event after general anaesthesia in an infant is postoperative apnea.

There is little specific evidence of the risk of apnea in full term infants. There are facilities that feel comfortable performing outpatient surgeries if the infant is born at greater than 37 wk postconceptual age. However, other ambulatory centers prefer to wait untill the infant is 2-4 wk of age to ensure decreased physiologic jaundice, decreased pulmonary vascular resistance and to give time for the ductus arteriosus to close. As far as sudden infant death syndrome(SIDS) there is no evidence anaesthesia increases the risk[@CIT1]. However, if the patient has a sibling with a history of SIDS or if the mother has abused drugs in her pregnancy the risk increases many fold. The infants whose histories suggest a high risk for SIDS should be monitored closely for a longer perioperative period.

In the premature infant, apnea is more likely to occur as well as other airway complications such as atelectasis, aspiration pneumonia, stridor, and coughing with desaturation in infants undergoing inguinal herniorrhaphy[@CIT2], The best evidence based data is found in Cote\'s[@CIT3] combined analysis of 255 preterm infants undergoing inguinal herniorrhaphy under general anaesthesia. Apnea was defined as \>15s without bradycardia or \<15 s when accompanied by bradycardia. Apnea was strongly and inversely related to both gestational age and postconceptual age and to continuing apnea at home and anemia (\<10 gm.dL^−1^). In the nonanemicchild with a gestational age of 32 wk and a postconceptual age of 56 wk, the probability of apnea was \<1%. With a gestational age of 35 wk, a postconceptual age of 54 wk was the cutoff for apnea to be present in \<1% of patients.

Caffeine has been shown to decrease the risk of apnea in preterm infants undergoing general anaesthesia. In 32 preterm infants (37-44 wk postconceptual age) who received caffeine 10 mg.kg^−1^ or placebo, the caffeine group had no postoperative bradycardia, prolonged apnea, periodic breathing or postoperative oxygen saturation \<90%, whereas 81% of the patients in the control group had prolonged apnea at 4-6 h postoperatively[@CIT4]. A systematic review supported the evidence that caffeine reduces apnea risk[@CIT5].

Spinal anaesthesia alone has been shown to have a lower incidence of postoperative apnea and bradycardia in former premature infants when compared to spinal plus sedation or general anaesthesia[@CIT6]. Also a decreased incidence of oxygen desaturation and bradycardia has been seen[@CIT7]. Central apne awas not reduced, so obstructive apnea may play a role with sedation or general anaesthesia[@CIT8]. Spinal anaesthesia may be indicated in high risk infants. Still the chance for cardiopulmonary events are increased in these infants, and the same postoperative monitoring as for generalan aesthesia is indicated[@CIT9][@CIT10].

Patients \<60wk postconceptual age for hernia repair had shorter times to extubation with no postoperative apnea after thiopental or halothane induction with desflurane maintenance than either halothane or sevoflurane for the entire anaesthetic[@CIT11]. Avoidance of opioids where possible and the use of regional anaesthetic techniques and nonopioid systemic analgesics such as acetaminophen and nonsteroidal antiinflammatory agents may decrease the risk of apnea.

The cutoff for outpatient surgery in infants born before 37 wk may be 50-52 wk postconceptual age as long as there is no anemia, prior apnea or coexisting disease. However, looking at the evidence based literature to decrease the risk of apneas to \<1% patients should be greater than 54 wk postconceptual age without anemia, ongoing apnea or other significant medical problems. Postoperative monitoring ranges from 12-24h, including oxygen saturation, heart rate and impedance pneumography and whether the infants are apnea-free before discharge.

Caffeine or spinal anaesthesia may decrease the risk of apnea, but patients should not be discharged if they are not eligible for anaesthesia on an outpatient basis. Full-term infants are acceptable for outpatient procedures provided that they are otherwise healthy and the procedure is not likely to result in significant physiologic changes or postoperative pain requiring opioid medication and the anaesthetic is uneventful. Even in term infants some facilities will not allow outpatient surgery untill they are of 44-46 wk post conceptual age or require longer observation if younger, e.g., 4 h.
